Several reports have drawn attention to deficiencies in standards of perinatal care in Britain and have recommended improvements.1-5 Regional organisation of neonatal intensive care has been widely developed in this country, and some large districts have also developed intensive care facilities.6 Some regional centres accept all low birthweight babies, whereas others accept mainly babies with respiratory failure.7 One author in a leading article questions the advisability of providing intensive care in most special care units: ' With the introduction of intensive care the workload of the Unit has increased several fold. In spite of this, the total number of admissions to the Unit has progressively fallen. In 1975 roughly 15% of all births were admitted to the Unit. The figure for 1984 was 6-3% (251) . Figure 1 shows how the workload of the Unit has steadily increased. Initially, ventilation was provided only for terminal respiratory failure. But as our experience grew babies with deteriorating blood gases were ventilated without hesitation. The number of intravenous infusions increased as more peripheral veins were used for parenteral nutrition. The average length of stay went up from 8-6 days in 1977 to 16-3 (Fig. 2) The neonatal survival of babies declined transfer compared unfavourably with the babies who were transferred.9 During 1979-80 we found that if babies were declined transfer they not only stretched our resources but also that those babies that were offered long term ventilation did rather badly.
From 1981 long term ventilatory and intensive care has been provided locally. This was made possible by the establishment of an additional consultant paediatrician with experience in neonatal intensive care. Over the course of time the nursing staff establishment was increased. In 1975 there was only one sister in the Unit, but by 1984 this had been increased to nine. It was important for nurses to receive adequate training, and hence in 1977 a sister was seconded to a regional unit for the Joint Board for Clinical Nursing Studies Course 400 (now named 405). From then onwards each new sister appointed has been seconded to a regional unit for further training. By 1984 we had six sisters with such qualifications. The District Authority has accepted the importance of trained neonatal nurses and has funded all the secondments. Initially, the number of junior paediatric staff was small, but by 1980 we had two senior house officers wholly working with neonates. By 1981 we had two second on call senior house officers, and these with the registrar have provided one in three intermediate resident cover. The second on call also provides cover for general paediatrics.
Initial equipment for the Unit was provided by voluntary bodies, but the Health Authority has also provided equipment from the end of year unused money. We still rely heavily, however, on the generosity of local voluntary organisations who raise money for the Unit.
Babies can with efficient transport techniques receive care in the regional centre. 
